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Occupational therapy
a  b  s  t  r  a  c  t
Interventions focusing on education and self-management of rheumatoid arthritis (RA) by
the  patient improves adherence and effectiveness of early treatment. The combination of
pharmacologic and rehabilitation treatment aims to maximize the possibilities of inter-
vention, delaying the appearance of new symptoms, reducing disability and minimizing
sequelae, decreasing the impact of symptoms on patient’s functionality. Occupational ther-
apy is a health profession that aims to improve the performance of daily activities by the
patient, providing means for the prevention of functional limitations, adaptation to lifestyle
changes and maintenance or improvement of psychosocial health. Due to the systemic
nature of RA, multidisciplinary follow-up is necessary for the proper management of the
impact of the disease on various aspects of life. As a member of the health team, occupa-
tional therapists objective to improve and maintaining functional capacity of the patient,
preventing the progression of deformities, assisting the process of understanding and cop-
ing  with the disease and providing means for carrying out the activities required for the
engagement of the individual in meaningful occupations, favoring autonomy and indepen-
dence in self-care activities, employment, educational, social and leisure. The objective of
this review is to familiarize the rheumatologist with the tools used for assessment and
intervention in occupational therapy, focusing on the application of these principles to the
treatment of patients with RA.
© 2014 Elsevier Editora Ltda. All rights reserved.
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r  e  s  u  m  o
Intervenc¸ões voltadas para a educac¸ão e o autogerenciamento da artrite reumatoide (AR)
pelo paciente aumentam a adesão e a eﬁcácia da abordagem precoce. A combinac¸ão de trata-
mento medicamentoso e tratamento de reabilitac¸ão visa a potencializar as possibilidades de
intervenc¸ão,  retardar o aparecimento de novos sintomas, reduzir incapacidades, minimizar
sequelas e reduzir o impacto dos sintomas sobre a funcionalidade do paciente. A terapia
ocupacional é uma proﬁssão da área da saúde que objetiva a melhoria do desempenho
de  atividades pelo paciente e fornece meios para a prevenc¸ão de limitac¸ões funcionais,
adaptac¸ão  a modiﬁcac¸ões no cotidiano e manutenc¸ão ou melhoria de seu estado emocional
e  participac¸ão social. Devido ao caráter sistêmico da AR o acompanhamento multidisciplinar
é  necessário para o adequado manejo do impacto da doenc¸a sobre os mais diversos aspetos
da  vida do paciente. Como membro da equipe de saúde, o terapeuta ocupacional objetiva
a  melhoria e manutenc¸ão da capacidade funcional do paciente, prevenir o agravamento de
deformidades, auxiliar o processo de compreensão e enfrentamento da doenc¸a, fornecer
meios para as atividades necessárias para o engajamento do indivíduo em ocupac¸ões signi-
ﬁcativas, favorecer sua autonomia e independência em atividades de autocuidado, laborais,
educacionais, sociais e de lazer. O objetivo desta revisão é familiarizar o reumatologista com
as  ferramentas de avaliac¸ão e intervenc¸ão usadas na terapia ocupacional, com enfoque na
aplicac¸ão  desses princípios para o tratamento de pacientes com diagnóstico de AR.
©  2014 Elsevier Editora Ltda. Todos os direitos reservados.
Introduction
Rheumatoid arthritis (RA) is a systemic autoimmune disease
characterized by impairment of the peripheral joints, espe-
cially hands and feet.1 A prevalence of up to three times higher
among women is observed, with increasing incidence after
the age of 25 years, with greater involvement of populations
between 35 and 55 years.2
Although there is no consensus on the etiology of RA, it is
observed that the combination of inﬂammation and synovial
hypertrophy favor cartilage and bone destruction, promot-
ing joint damage and instability,3 predominantly affecting the
joints of the wrist and metacarpophalangeal and proximal
interphalangeal joints of upper limbs.4 For these reasons, the
treatment of patients diagnosed with RA should be started as
soon as possible, aiming to reduce the inﬂammatory activity
of the disease and even to obtain remission of symptoms.5
Despite advances in the pharmacological treatment
achieved in the last 30 years, especially with the advent
of disease-modifying anti-rheumatic drugs (DMARDs),6 the
chronicity of RA implies interventions aimed to the edu-
cation and self-management of the disease to favor the
treatment, increasing the adherence and effectiveness of an
early approach.7,8
The combination of drug treatment and rehabilitation
therapy aims to maximize the possibilities of intervention,9
delay the onset of new symptoms, reduce disability, minimize
sequelae and diminish the impact of symptoms on function-
ality of the patient.10,11
Occupational therapy (OT) is a health care profession which
aims at improving the performance of activities by the patient,
providing a means for the prevention of functional limitations,
adaptation to lifestyle changes and maintenance or improve-
ment of his/her emotional state and social participation.12
The aim of this review is to familiarize the rheumatologist
with the assessment and intervention tools used in occupa-
tional therapy, focusing on the application of these principles
to the treatment of patients diagnosed with RA.
Multidisciplinary  treatment  –  practice  of
occupational  therapy
Due to the characteristic joint impairment of RA, the function-
ality of the patient is reduced not only by the painful condition,
but also by those motor constraints associated.13 The difﬁ-
culty in performing daily tasks is one of the main complaints
of patients with the disease14,15 causing restrictions in most of
their areas of performance16: from simple activities related to
self-care and home maintenance to complex work tasks, the
patient presents limitations in doing many  of his/her activities
of daily living (ADLs).17
It is observed that such restrictions affect not only the per-
formance of the activities independently and autonomously,
but has a negative impact on the emotional state, social rela-
tionships and quality of life of the patient.7,18
Given the participation constraints and the importance
of engaging in productive activities for the maintenance of
physical and psychosocial health of this population, the occu-
pational therapist is an integral part of the multidisciplinary
team of care for patients with RA, being concerned with the
performance of ADLs and the inclusion of the patient in mean-
ingful occupations for his/her everyday life.19,20
Due to the multiplicity of involvements motivated by the
disease and the singularity represented by the daily activities
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Table 1 – Standardized instruments for the functional assessment of patients with RA.
Assessment tool Objective Data collection method
Disabilities of Arm, Shoulder and
Hand (DASH)
Measures the level of functional impact
resulting from the impairment of the
upper limb to perform activities of daily
living related to self-care, mobility, home
maintenance and recreation. The device
has optional modules speciﬁc to assess
the impairment of work activities and the
practice of sport and musical activities.
Structured, self-administered
questionnaire. Score from 0 to 100 points,
indicating increasing disability due to
involvement of upper limbs.24,25
Sequential Occupational Dexterity
Assessment (SODA)
Assesses the patient’s performance on
twelve tasks, performed unilaterally and
bilaterally, including writing, handling
objects and pieces of clothing and hand
hygiene.
Structured test. Scored by the therapist,




Measures the level of functionality based
on the difﬁculty reported by the patient to
perform activities in eight areas,
including reaching, self-care, mobility
and object holding.
Standardized questionnaire consisting of




Assesses the patient’s perception of the
importance of ADLs in self-care,
productivity and leisure areas, as well as
his/her satisfaction on the
implementation and performance of
these tasks.
Qualitative questionnaire in a format of
semi-structured interview. Provides two
scores (for performance and satisfaction),
allowing the patient’s pre- and
post-intervention evaluation.30,31
Handgrip dynamometry – JAMAR®
Dynamometer
Assesses handgrip strength by measuring
the maximum force exerted by the
patient when pressing a hydraulic
dynamometer.
Standardized test, measured in pounds or
kg/F. Requires standardization of postures
and grip forms utilized during the
evaluation.32,33
Digital pinch dynamometry –
Pinch Gauge® Dynamometer
Measures the digital pinch strength of the
patient with three types of tweezers,
using the ﬁngers I, II and III, representing
both ﬁne movement (opposition between
ﬁngers I and II) and grip strength (lateral
grip).
Standardized test, measured in pounds or
kg/F. Requires standardization of postures
and grip forms utilized during the
evaluation.32,33
Manual Dexterity and Function
Testing
Measure manual dexterity through the
manipulation of objects and utensils
common to ADLs. Examples:
Jebsen–Taylor function test, Purdue
Pegboard, O’Connor Finger Dexterity.
Standardized tests, generally using as a
parameter for evaluation the time
required for manipulation of objects
during the course of systematic tasks.27
Hospital Anxiety and Depression
Scale (HADS)
Evaluates the occurrence of symptoms of
anxiety and depression among patients.
Standardized questionnaire containing
seven questions to assess anxiety and
seven for depression, scored from 0 to 3.
The ﬁnal score is the sum of the points;
results >7 suggest states of anxiety and/or
depression.18
for each patient, the ﬁrst step toward the realization of an
effective therapeutic intervention is to obtain relevant data on
the state of the disease and its impact on the patient’s ADLs.
The evaluation is an ongoing process, which enables the mon-
itoring of treatment and the interventions needed, as well as
the modiﬁcation of these during periods of exacerbation and
remission.21
Assessment  in  occupational  therapy
The evaluation aims at obtaining data relating to the physical,
emotional and social state of the patient, as well as the impact
of the disease on his/her ADLs, providing objective data on the
patient’s occupational performance that allow monitoring of
his/her evolution during treatment.22
Historically, occupational therapists combine the use of
semi-structured interviews and standardized tools for gather-
ing information to enable the establishment of a baseline for
the therapy: disease status and functional limitations, expan-
sion of the understanding of the contexts of a patient’s life,
identiﬁcation of his/her priorities, monitoring of the disease
and the effectiveness of proposed interventions.21 The selec-
tion of assessment methods should take into consideration
the main complaints of the patient and their relevance to the
clinical presentation.23 Table 1 illustrates some of the stan-
dardized assessment tools that comprise the evaluation of
patients with RA by the occupational therapist.
Independent of the choice of instruments for assessment,
is important that the information obtained is related to the
occupational performance of the patient, i.e., the data must
aim not only to measure the intensity of a particular symptom
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(fatigue, pain, functional capacity), but also the inﬂuence of
this on the patient’s ability to engage and perform tasks
relevant to his/her day-to-day.12,21
Interventions  of  occupational  therapy
Patient  guidance  and  education  –  changing  habits  to  cope
with  illness
The transmission of knowledge and the understanding of the
patient about his/her condition do not guarantee, by itself, any
change of attitudes necessary for the management of compli-
cations arising from a chronic disease; so that OT has as main
objective the voluntary change of habits, extended to all areas
of the patient’s performance and not only to those activities
afﬂicted by pain or biomechanical imbalances driven by the
disease.24
The multidisciplinary interventions for patients with RA
aim to control pain and fatigue, aiming their functional
improvement by combining different modalities of treatment.
Among some of the interventions focused on patient
adjustment and empowerment concerning the disease, the
techniques of joint protection and energy conservation are
examples of changes in habits, by the way of conducting ADLs,
which promote changes not only on functional capacity, but
also on the psychological well-being, personal control and
self-acceptance – fundamental concepts for improving the
quality of life of the patient.34
Joint  protection  and  energy  conservation
Joint protection techniques are a set of guidelines and preven-
tive strategies used in the management of pain and fatigue,35
associated with other symptoms in patients with RA, which
aim to apply ergonomic and biomechanical principles while
performing ADLs to protect joint structures of normal and
abnormal forces that may contribute to the installation of
deformities or aggravate deformities already present.36,37
This approach was ﬁrst described in 1965,38 through the
analysis of motor impairments motivated by the inﬂam-
matory process common to RA and its combination with
biomechanical principles, aiming to minimize the action of
forces that favored the development of joint deviations and
deformities during performing daily tasks,39 for example,
hyperextension of the metacarpophalangeal joint of the ﬁnger
I, ulnar deviation of metacarpophalangeal joints of the ﬁn-
gers II–V and installation of deformity standards, such as swan
neck, hammer toe or buttonhole toe, through involvement of
distal interphalangeal joints.40
Due to the importance and constancy necessary for the
accomplishment of ADLs, modiﬁcations in their performance
allow a signiﬁcant reduction in joint stress and energy expen-
diture, facilitating or enabling the participation of the patient
in meaningful occupations.36,37 Table 2 illustrates the main
guidelines of the concepts of joint protection and energy con-
servation.
By modifying work methods and environments, use of
assistive devices (assistive technologies) and inclusion of
breaks in the routine, the objective here is the reduction of
Table 2 – Principles of joint protection and energy
conservation.
Joint protection
Respect the pain – Use it as a sign to change the activity
Distribute the load on more than one joint
Reduce the strength and the effort required to perform some
activity, changing the way to perform it, using assistive devices
or reducing the weight of utensils
Use each joint in its most stable and functional anatomical plane
Avoid positions or forces in directions that favor deformities
Always use the stronger and larger joint to work
Avoid staying in the same position for a prolonged time
Avoid holding objects with excessive force
Avoid awkward postures and inappropriate ways to pick up and
handle objects
Maintain muscle strength and range of motion
Energy conservation
Adjust your day balancing moments of activity and rest,
alternating light and heavy tasks and performing activities at a
slower pace
Plan the conduction of your activities: prioritize important tasks,
use equipment to reduce the effort and delegate tasks when
necessary
When tired, avoid starting tasks that cannot be interrupted
immediately
Modify the environment according to practices of joint
protection and ergonomics
pain at rest and during movement, by minimizing nocicep-
tive stimuli on the inﬂamed joint capsules, decreasing the
force incident on the joints and controlling energy expendi-
ture during daily activities, enabling joint preservation and
improvement or maintenance of the patient’s functionality.41
Moreover, conducting activities to strengthen the periartic-
ular muscles and maintain joint range of motion, especially
in the upper limbs, are also resources that contribute to
the maintenance or improvement of the patient’s functional
capacity,42,43 allowing a better performance and preservation
of joint structures impaired by RA.
Practical examples of some of the techniques of joint pro-
tection and energy conservation44 are illustrated in Fig. 1.
Randomized trials with high levels of evidence on the
effectiveness of methods of joint protection and energy con-
servation showed signiﬁcant improvement with respect to
pain reduction among patients receiving the guidelines for
changes in their ADLs.45–47 Improvement in fatigue and
increased social participation,47 reduction of morning stiff-
ness, lower incidence of deformities in the hands48 and
improved functionality49 were observed, even among patients
with severe RA state.50
Modifying  activities  and  work  environments
Although most functional assessments have focused on the
difﬁculty presented by the patient while performing self-care
and mobility activities, dysfunctions related to work activities
represent a serious consequence of RA.51
The rate of retirement for reasons related to RA can vary
from 7% of cases in the ﬁrst year after diagnosis up to 39%
of patients with over 15 years of diagnosis in the absence of
treatment targeted to labor difﬁculties51; with respect to North
American and European populations, is expected that up to
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Fig. 1 – Examples of modiﬁcations in performing activities
of daily living. The items on the left indicate movement
patterns in which the position of the joints of the wrist and
ﬁngers enhance mechanical forces toward deformities
commonly observed among patients with RA. The
illustrations on the right suggest modiﬁcations that favor
the use of other, more  stable, joints, or the distribution of
the load among multiple joints, avoiding painful and
potentially harmful positions.
one third of patients will abandon the work during the ﬁrst
three years of the disease.52
Abandonment of employment is a last resort, face to the
limitations encountered by patients with RA: before retire-
ment, increases of stress levels, job changes, restrictions on
workload, loss of promotion opportunities and greater fre-
quency of absenteeism and of job changes are observed
more often among this population.53 It is estimated that the
reduction in productivity motivated by RA caused losses of
approximately 7000 Euros/year per patient,54 and up to 25% of
the working period may be affected by conditions related to
the disease.55
The early treatment conducted by a multidisciplinary team
is an effective method to minimize complications related to
work, maintaining the work capacity of these patients for
a period of time similar to that found among the healthy
population.51,55
Given the multiplicity of situations and perceptions about
work activity reported by patients, individualized strate-
gies are indicated as the best approach to labor difﬁculties,
including a speciﬁc evaluation of the situation and of the
workplace.52
Changes for a better performance of the activity may
include the organization of the tasks that compose the work
activity, changing shifts, and a fair division of the workload
throughout the day56; ergonomic modiﬁcations such as new
furniture and changes in the workplace, ensuring a proper
joint positioning during activity, replacement of ﬁxtures by
other of smaller weight or with better handgrip57 and guidance
on stress management and acquisition of strategies (coping)
to handle with the workload.58
Although some review studies show no high level evidence
on the effectiveness of speciﬁc ergonomic interventions to
reduce problems related to upper limbs,59 there is satisfac-
tory evidence to support such interventions with respect to
patients with RA,57 suggesting improvement in functionality,
pain and satisfaction with the work in the long term, when
compared to individuals who did not get these interventions.
Assistive  technologies  –  orthotics  and  adaptations
The concept of assistive technology includes devices, guide-
lines and practices that aim to maintain, enhance or facilitate
the performance of self-care, instrumental, educational,
employment or social activities.60
Among the range of instruments available to patients with
RA, the adaptations of utensils and the use of orthotics are
some of the major resources to promote improved grip, biome-
chanical alignment and joint stress reduction, as well as to
allow the development of activities and occupations, con-
tributing to the patient’s functionality and autonomy.61
The adaptation of utensils requires a thorough analysis of
the activity performed by the patient, in order to determine
what are the main challenges encountered and possible solu-
tions to be proposed. Such modiﬁcations may include from
changes in the way of conducting the activity (such as guid-
ance on joint protection and energy conservation) to changes
in the shape, weight and size of utensils.
Thicker handles and adaptations to facilitate or replace the
handgrip strength, for example, elastic or neoprene strips,
favor the handling of cutlery, writing instruments and per-
sonal hygiene materials, such as toothbrushes and hair
combs.
The replacement of drinking glasses for mugs, the use of
modiﬁed cutting boards, soap and detergent dispensers and
clotting adaptations are examples of simple devices which
promote important functional changes to the patient.62–64
Examples of adaptations to promote improvement in perform-
ing ADLs are illustrated in Fig. 2.
Orthoses (splints) are resources used by therapists to pro-
mote better joint support, reduce pain and optimize functional
performance of the patient.65 Although several models are
available, clinical reasoning used for prescribing an orthosis
involves the needs for each case; the same orthosis can be
prescribed for multiple objectives.
Among the most common indications, pain control,
decreased morning stiffness, mechanical support for joints,
encouragement of joint motion and functionality, and cer-
tain postoperative situations (where the combination of joint
alignment, immobilization and application of traction forces
is required) can be cited.66–68 Some models of orthoses com-
monly indicated are illustrated in Fig. 3.
Although to date there is no conclusive evidence on the
effectiveness of orthoses for improved functionality and hand-
grip strength,65 some studies suggest that the use of orthotics
for hands and wrists positioning during inﬂammatory phases
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Fig. 2 – Adapted utensils. The proposed adjustments are based on the principles of joint protection and energy
conservation, with distribution of mechanical loads and promoting the use of larger joints during activities.
Fig. 3 – Examples of orthoses for upper limbs, suggested for patients with RA.
promote improvement in pain and morning stiffness for the
patient.68,69
Braces used for stabilization of the interphalangeal joints
also exhibit signiﬁcant levels of evidence in reducing pain,
although no signiﬁcant changes on hand function or strength
during its use have been observed.70
Conclusions
Due to the systemic nature of RA, a multidisciplinary follow-
up is necessary for the proper management of the impact
of the disease on various aspects of life of the patient. As
a member of the health team, the occupational therapist
aims to improve and maintain his/her patient’s functional
capacity, preventing the worsening of deformities, aiding in
the process of understanding and coping with the disease,
and providing means for carrying out the activities required
for the engagement of the individual in meaningful occupa-
tions, contributing to his/her autonomy and independence in
self-care, labor, educational, social and leisure activities.
It is important that the rheumatologist become aware of
the general principles of therapy, so that he/she can suggest
their use more  consciously, as an additional tool in the treat-
ment of patients diagnosed with RA.
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